
VERMONT 	
AGENCY OF HUMAN SERVICES 

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING 

Division of Licensing and Protection  
HC 2 South, 280 State Drive 
Waterbury, VT 05671-2060 
http://www.dail.vermont.gov   

Survey and Certification Voice/TTY (802) 241-0480 
Survey and Certification Fax (802) 241-0343 

Survey and Certification Reporting Line: (888) 700-5330 
To Report Adult Abuse: (800) 564-1612 

December 27, 2018 

Ms. Sonya Saltis, Manager 
Saltis Home 
1141 Main Street 
Castleton, VT 05735-7713 

Dear Ms. Saltis: 

Enclosed is a copy of your acceptable plans of correction for the survey conducted on 
November 27, 2018. Please post this document in a prominent place in your facility. 

We may follow-up to verify that substantial compliance has been achieved and maintained. If 
we find that your facility has failed to achieve or maintain substantial compliance, remedies 
may be imposed. 

Sincerely, 

Pamela M. Cota, RN 
Licensing Chief 

Disability and Aging Services 	 Blind and Visually Imparied 
Licensing and Protection 	 Vocational Rehabilitation 
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R100 Initial Comments: 

An unannounced on-site re-licensure survey was 
conducted by the Division of Licensing and 
Protection on 11/27/18. There were regulatory 
findings. 

R100 
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R177 V. RESIDENT CARE AND HOME SERVICES 
SS=D 

5.10 Medication Management 

5.10.h 

(5) Narcotics and other controlled drugs must be 
kept in a locked cabinet. Narcotics must be 
accounted for on a daily basis. Other controlled 
drugs shall be accounted for on at least a weekly 
basis. 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview and record review, the 
facility failed to account for controlled drugs on at 
least a weekly basis. Findings include: 

In review of medication management completed 
on 11/27/18, there was no evidence of controlled 
medications being accounted for at least weekly. 
The manager/owner confirmed at 2:20 PM that 
the medications are not being counted per 
regulations. 

R188 V. RESIDENT CARE AND HOME SERVICES 	R188 
SS=A 

5.12.b.(2) 

A record for each resident which includes: 
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8188 Continued From page 1 

resident's name; emergency notification 
numbers; name, address and telephone number 
of any legal representative or, if there is none, the 
next of kin; physician's name, address and 
telephone number; instructions in case of 
residents death; the resident's assessment(s); 
progress notes regarding any accident or incident 

' and subsequent follow-up; list of allergies; a 
signed admission agreement; a recent 
photograph of the resident, unless the resident 
objects; a copy of the resident's advance 
directives, if any completed; and a copy of the 
document giving legal authority to another, if any. 

This REQUIREMENT is not met as evidenced 
by: 
Based on record review and staff interview the 
facility failed to ensure that one of three residents, 
Resident #1, had the'completed information 
regarding instructions in case of the resident's 
death. 

In review of the medical record for Resident #1, 
there was no evidence that provided information 
regarding instructions in case of the resident's 
death. In an interview with the owner/manager on 
11/27/18 at 1:55 PM, s/he confirmed that there is 
no documented information regarding instructions 
of what to do in the event of death. 	. 

R303 IX. PHYSICAL PLANT 
SS=D 

9.11 Disaster and Emergency Preparedness 

9.11.d There shall be an operable telephone on 
each floor of the home, at all times. A list of 

8188 
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R303 Continued From page 2 
	

R303 

emergency telephone numbers shall be posted 
by each telephone. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, resident and staff 
interview, the facility failed to have an operable 
telephone on each floor and did not have a list of 
emergency telephone numbers posted. Findings 
include: 

There was no evidence that the second floor of 
the home, which houses five residents, had a 
telephone and there was no emergency phone 
numbers posted. The manager/owner confirmed 
at 1:15 PM that the phone was removed 
secondary the phone was being used for 
personal phone calls a long time ago. 
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